P atient identification is crucial for patient safety. [1] [2] [3] [4] The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) reported that incorrect patient identification is involved in 13% of medical errors in surgery 3 and 67% of transfusion errors. 4 5 A recent case study of an invasive procedure undertaken on the wrong person showed that, of 17 discrete errors committed during this incident, 10 were related to the absence of a standardized protocol for patient identification. 1 4 6 Correct patient identification has therefore become a priority. 3 4 6 7 For instance, ''improvement of the identification of the patient'' is the first Patient National Safety Goal for 2004 in the United States. 7 8 To reduce patient identification errors, many hospitals provide patients with identification wristbands to be worn during the entire hospital stay. 4 9 10 While use of patient identification bracelets is almost universal in North American hospitals, this procedure is not routine in Switzerland and in most European countries. At our hospital, at the time of this study, an identification bracelet was given to selected patients only, such as those suffering from dementia or those about to undergo surgery. In preliminary discussions about the feasibility of generalising identification bracelets to all patients at our hospital, some hospital staff considered this measure to be demeaning to patients and believed that they would refuse to wear such bracelets. Similar concerns were noted by others. 11 What patients themselves thought was unknown.
A study was undertaken to ascertain whether patients would agree to wear an identification bracelet during their hospital stay. We also tested whether acceptability would be improved by more detailed explanations or by using an anonymous code instead of the patient's name on the bracelet.
METHODS
Study design and setting A cross sectional study was conducted at the Geneva University Hospitals as part of the annual patient opinion survey. The study was exempt from formal review by the hospital research ethics committee because, as a quality improvement project, it involved minimal risk to participants. The Geneva University Hospitals system includes an acute care hospital, a psychiatric hospital, a geriatric hospital and a long term care facility totalling 2200 beds and more than 45 600 inpatient admissions in 2002.
Patients, data collection, and questionnaire The participants were all adult patients (18 years and over) who were discharged alive between 15 September and 15 October 2002, identified from administrative databases. Of 2551 subjects, five with an unspecified address were excluded as well as 155 patients transferred to other hospitals, 21 hospitalised for less than 24 hours, 92 who were discharged for a second time during this period, and three mothers of stillborn children. The patient opinion survey was therefore sent to 2275 individuals.
A survey package including a cover letter, the questionnaire, and a business reply envelope was sent to patients' homes 1-2 months after their discharge. Follow up mailings were sent after 1 and 2 months to non-respondents, as in other patient surveys at our hospital. 12 The questionnaire included a front page with explanations about the survey and questions about exclusion criteria (does not speak French, difficulty reading or writing, too sick to answer questionnaire), a patient satisfaction instrument (Picker Patient Experience Instrument 13 ), an additional question on the feeling of security during the hospital stay, patient demographic variables (age, sex, nationality, level of education) and questions regarding the occurrence of complications and problems during the stay in hospital. These problems were classified into two groups:
N incidents possibly related to identification errors (received a drug that was not intended for you; had an allergic reaction to a drug; tests repeated unnecessarily by mistake; confused with another patient during a test or procedure; medical file or your x rays not available when needed); and N other incidents.
Acceptability of identification bracelet
In addition, participants were invited to express their opinions about wearing an identification bracelet during their hospital stay. We tried to determine whether the acceptability of a bracelet would improve when examples of situations in which patient identification was a concern were given, or when the identifier on the bracelet was an anonymous code rather than the patient's name. Participants were randomly given one of the following four types of explanation, using a factorial design:
N examples/name; N examples/code; N no examples/name; and N no examples/code. The explanation was followed by four questions (box 1). These questions, as well as the various versions of the scenario, were developed in house and pre-tested with 34 inpatients to ensure that they were easily understood.
Study variables
The dependent variables were the support for a hospital policy providing all patients with an identification bracelet and personal agreement to wear such a bracelet during a future hospital admission.
The main independent variables were the two experimental factors-that is, illustration by examples of why being unable to identify a patient may cause problems, and name versus code on the bracelet. Other independent variables included patient age, sex, length of stay, occurrence of any incidents during the hospital stay (incidents possibly related to patient identification versus others), patients' feeling of having been treated in safe conditions (''Do you think that you were treated in safe conditions?'': ''yes, completely'' v ''yes, in part'' and ''no''), and their overall evaluation of the care received at the hospital (''excellent'' or ''very good'' v ''good'' or ''fair'' or ''poor'').
Statistical analysis
Cross-tabulations and x 2 tests were used to study, firstly, how experimental factors and then how patient characteristics and hospital stay experience influence the dependent variables. We also built a logistic regression model of acceptability of identification bracelets among hospitalised patients with the two experimental variables and all other independent variables as covariates. In all analyses p values of ,0.05 were considered to be statistically significant. SPSS version 11.0 was used to perform statistical analysis.
Analysis of open comments
To better understand reasons for refusal we transcribed all answers to the open questions about reasons for not supporting generalised wearing of the identification bracelet. These answers were classified into common themes. To analyse the comments a coding grid with seven categories was elaborated after the first reading of the answers: uselessness, selective use of bracelet, refusal of the obligation, lack of respect, need to improve work of staff, aspect of bracelet, and patient responsibility. Each answer was coded
Box 1 Types of explanations and questions
Example/anonymous code Incorrect patient identification may cause problems in a hospital-for example, a patient can receive a treatment that was not intended for him/her or, if a patient faints in a corridor of the hospital and nobody knows him/her, it is useful to have quick access to his/her medical file. To avoid these problems some hospitals have introduced the compulsory wearing of an identification bracelet to allow fast and simple identification of each patient. This bracelet bears a unique anonymous code. No example/name Incorrect patient identification may cause problems in a hospital. To avoid these problems some hospitals have introduced the compulsory wearing of an identification bracelet to allow fast and simple identification of each patient. This bracelet bears the name of the patient and that of the ward where he/she is hospitalised. Questions by two readers and discrepancies were resolved by consensus. Because the patients' comments to these two questions were very similar, we analysed them together.
RESULTS

Characteristics of patients
Of 2275 patients to whom the questionnaires were sent, 44 had died, 77 had an invalid address, 48 did not speak French, and 93 were not able to answer; 1411 of the remaining 2013 patients (70%) returned the questionnaire. The majority of respondents were women (n = 793, 56.2%) and Swiss nationals (n = 945, 67%). The mean (SD) age was
.9%), internal medicine (n = 310, 22%), gynaecology/ obstetrics (n = 270, 19.1%), clinical neurosciences and dermatology (n = 220, 15.6%), geriatrics (n = 104, 7.4%), and psychiatry (n = 79, 5.6%). Six patients had missing information on this variable. The mean (SD) length of stay was 12.1 (18.3) days (quartiles 4-6-13; range 2-224 days) and most patients had left the hospital for their home (n = 1328, 94.1%).
Acceptability of an identification bracelet
Of the 1411 survey respondents, 1289 (91%) answered one or both of the closed format questions about the acceptability of an identification bracelet. Those who did not answer these questions were slightly older than those who did (mean age 64 years v 54 years, p,0.001), tended to be women (69% non-respondents v 55% respondents, p = 0.003), and had longer hospital stays (mean 18 days v 12 days, p,0.001).
The question ''Should the Geneva University Hospitals introduce the compulsory wearing of an identification bracelet?'' was answered by 1262 individuals of whom 1055 (83.6%) answered in the affirmative (table 1) . Providing examples significantly increased the support for this policy, but whether the bracelet bore the name or a code was of no importance.
The second closed format question (''Would you agree to wear such a bracelet during a future hospitalisation?'') was answered by 1265 patients and 1141 (90%) agreed (table 1) . Again, providing examples improved the acceptability of the bracelet, but the name or the code as the identifier had no effect.
Open comments
Among patients who stated that they would either oppose the hospital policy or refuse to wear the bracelet (n = 207), 138 provided a total of 242 explanations to justify their answers. The main explanations were that the bracelet is useless, that wearing of an identification bracelet should depend on the patient's situation, and that forcing patients to wear an identification bracelet showed lack of respect (table 2). Table 2 Free comments contributed by patients who were not in favour of the introduction of a hospital policy of a compulsory identification bracelet and who did not agree to wear such a bracelet 
Subgroup comparisons
The age and sex of the patients were not related to the acceptability of the bracelet, nor were the length of stay, the feeling of being treated in complete safety, and the global evaluation of care received at the hospital (table 3) . Somewhat surprisingly, patients who reported no incidents during their stay in hospital were more supportive of compulsory identification bracelets than patients who did (table 3) . This difference was seen particularly if the incident was unrelated to patient identification errors.
In logistic regression analysis, support for the hospital policy of having all patients wear identification bracelets was associated only with the provision of examples. Assent to wear an identification bracelet during a forthcoming hospital admission was also increased by the provision of examples but was lower if the patient had reported an incident unrelated to patient identification (table 4) .
DISCUSSION
Most patients (83.9%) supported a policy to introduce the compulsory wearing of an identification bracelet, and 90% would agree to wear such a bracelet during a forthcoming hospital admission. Overall, these results indicate that assumptions among hospital staff that patients would reject identification bracelets were unjustified. More generally, these results suggest that patients may be an underused resource for setting effective hospital policies. 14 15 Nevertheless, a minority of patients expressed objections to wearing such a bracelet. Whether these patients would refuse to wear a bracelet in real life situations is unclear. Handling refusals may require special policies. Inconsistent application of identification bracelets may hamper their effectiveness in reducing errors.
Illustrating the explanation about identification bracelets with examples increased patient support for this measure. This suggests that, when appropriate explanations regarding hospital policies are given, patient understanding and hence probable compliance with the policy will increase.
Whether the identifier was nominative or anonymous did not appear to influence bracelet acceptability. Thus, those who objected were not primarily concerned about unwitting disclosure of their name. This was confirmed by the analysis of the reasons for refusing the bracelet: patients did not mention fearing a breach of privacy.
We had expected greater support for identification bracelets from patients who suffered an adverse event during their own hospital stay. What we found was the opposite: patients who reported no incidents were more likely to favour bracelets. Possibly, persons who experienced no incidents during their hospital stay have greater confidence in the hospital and would more readily accept safety measures suggested by the hospital. Another possibility is that this was a chance finding.
The use of identification bracelets for hospitalised patients may in itself cause errors. An analysis of identification errors in 712 hospitals in North America estimated that 5.5% of the errors were due to the identification bracelet-for example, absence of the bracelet, conflict between data sources, incorrect information, illegible data. 16 However, effective use of bracelets may be subject to a learning curve: wristband errors identified by phlebotomists at 217 US hospitals decreased by more than half over a period of 2 years. 10 Other authors suggest that standardised protocols should be established for the verification of identification bracelets and other procedures related to patient identity. 6 Such protocols should be applied to all willing patients by all members of the healthcare team.
The main limitation of this study is that the responders reacted to a hypothetical situation. We are not sure if patients will respond in the same manner in a real life situation. Another limitation is the possibility of selection bias. Patients who did not return the questionnaire may have different attitudes toward the identification bracelets.
In conclusion, the introduction of the generalised wearing of an identification bracelet during a hospital stay should be acceptable to most patients at our hospital. As with all healthcare interventions, the implementation of this safety measure will require careful monitoring of possible undesirable effects. Table 4 Associations of independent variables with acceptability of the hospital policy of systematic bracelets and personal acceptance to wear an identification bracelet (multiple logistic regression model) N Patients' opinions may be a resource for the development of effective hospital policies.
